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A B S T R A C T
Background: Primary care nurses play a crucial role in coaching patients in shared decision making about goals
and actions. This presents a challenge to practice nurses, who are frequently used to protocol-based working
routines. Therefore, an approach was developed to support nurses to coach patients in shared decision making.
Objectives: To investigate how the approach was implemented and experienced by practice nurses and patients.
Design: A process evaluation was conducted using quantitative and qualitative methods.
Settings/Participants: Fifteen female practice nurses (aged between 28 and 55 years), working with people suf-
fering from diabetes, COPD, asthma and/or cardiovascular diseases, participated. Nurses were asked to apply the
approach to their chronically ill patients and to recruit patients (n= 10) willing to participate in an interview or
an audio-recording of a consultation (n= 13); patients (13 women, 10 men) were aged between 41 and 88 years
and suffered from diabetes, COPD or cardiovascular diseases.
Methods: The approach involved a framework for shared decision making about goals and actions, a tool to
explore the patient perspective, a patient profiles model and a training course. Interviews (n=15) with nurses, a
focus group with nurses (n=9) and interviews with patients (n=10) were conducted. Nurses filled in a
questionnaire about their work routine before, during and after the training course. They were asked to deliver
audiotapes of their consultations (n= 13).
Results: Overall, nurses felt that the approach supported them to coach patients in shared decision making.
Nurses had become more aware of their own attitudes and learning needs and reported to have had more in-
depth discussions with patients. The on-the-job coaching was experienced as valuable. However, nurses strug-
gled to integrate the approach in routine care. They experienced the approach as different to their protocol-based
routines and expressed the importance of receiving support and the need for integration of the approach into the
family physician practice.
Conclusion: This study shows that changing practice nurses’ role from medical experts to coaches in shared
decision making is very complex and requires paying attention to skills and attitudes, as well as to contextual
factors. Our results indicate that more time and training might be needed for this role transition. Moreover, it
might be worthwhile to focus on organizational learning, in order to increase an organization’s capacity to
change work routines in a collaborative process. Future research into the development and evaluation of health
coaching approaches, focusing on shared decision making, is necessary.
What is already known about the topic?
• Practice nurses working in primary care family medicine play a
crucial role in coaching patients with chronic conditions in shared
decision making about goals and actions.
• Coaching patients presents a challenge to practice nurses as they are
used to a more medical protocol-based working method.
• Practice nurses might need more training in shared decision making
about goals and actions, especially focusing on exploring the pa-
tient’s perspective from an holistic point of view, setting goals and
actions explicitly, and tailoring decision making to the individual
patient.
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What this paper adds
• This paper presents an approach and a corresponding training
course aiming to support practice nurses in coaching patients in
shared decision making (involving several tools to put shared de-
cision making into practice, to explore the patient perspective and to
tailor coaching).
• Although the approach under study was experienced as valuable by
practice nurses and patients, practice nurses experienced the ap-
proach as very different to their protocol-based work routines and
struggled to integrate it in routine care. Practice nurses experienced
a need for more support and integration of the approach into the
family physician practice.
• Changing practice nurses’ role from medical experts to health coa-
ches might requires attention to nurses’ skills and attitudes, as well
as to organizational learning, aiming to involve the whole family
medicine practice to learn and change work routines in a colla-
borative process.
1. Background
The prevalence of chronic conditions such as diabetes and chronic
pulmonary disease is still increasing worldwide (WHO, 2010; Yach
et al., 2004). Improvements in medical care and technological advances
have meant that patients with chronic diseases have a longer life ex-
pectancy and use primary care long-term (Fortin et al., 2004). Self-
management, defined as ‘the degree to which a patient with a chronic
condition is able to and wants to control his own daily life’, is an es-
sential part of primary chronic care (Lorig and Holman, 2003; Wagner
et al., 2005; Barr et al., 2003). Self-management involves not only
medical management, but also maintaining and changing life roles
(social self-management) and dealing with emotional consequences of
the disease (emotional self-management) (Corbin and Strauss, 1988).
Core elements of self-management are goal setting and action
planning. Goal setting is defined as ‘a process in which health care
professionals and patients agree on a health-related goal’. Action
planning is defined as ‘agreeing on a course of actions to reach the goal,
including questions like what, when, where and how often’
(Bodenheimer and Handley, 2009; Lorig, 2006). In medical settings,
shared decision making is widely recognized as a way to support pa-
tients in making health care choices (Elwyn et al., 2012; Stiggelbout
et al., 2012). It is mostly applied in curative settings and in situations
with a limited number of preference-sensitive treatment options (van de
Pol et al., 2016). Currently, there is increased interest in applying
shared decision making in chronic care. As the nature of chronic care is
dynamic and progressive, shared decision making in chronic care is
characterized by a continuous counselling dialog between health pro-
fessional and patient (van de Pol et al., 2016; De Sutter et al., 2013;
Lenzen et al., 2015; Friesen-Storms et al., 2015). Moreover, as chronic
conditions impact on patients’ everyday lives, exploration of patients’
situations and their goals is a precondition to making shared decisions
on treatment and lifestyle (van de Pol et al., 2016; De Sutter et al.,
2013; Lenzen et al., 2015; Friesen-Storms et al., 2015).
To become a collaborative partner in decision making, patients
might need support from their health professionals. The literature fre-
quently uses the term health coaching (Bennett et al., 2010; Ghorob,
2013; Willard-Grace et al., 2015). Health coaching is defined as
‘helping patients gain knowledge, skills, tools and confidence to become
active participants in their care’ (Bennett et al., 2010). A health coach
seeks to enhance patient motivation by supporting the patients in set-
ting goals that fit their situation and motivation (Willard-Grace et al.,
2015). Health coaching is always tailored to what is important to the
patient, to what the patient wants to learn and to his/her motivation
(Ghorob, 2013). It has the potential to improve chronic care and assist
professionals struggling with insufficient time (Bennett et al., 2010;
Willard-Grace et al., 2015).
In Dutch primary care, as in many other developed countries,
practice nurses often play a crucial role in coaching patients with
chronic diseases. They see patients with chronic diseases on a regular
basis and are mandated by the family physicians to apply most of the
long-term condition management (Van Dijk-de Vries, 2015; Willard-
Grace et al., 2015; Laurent et al., 2005). However, practice nurses in
family medicine usually work according to fixed protocols that mainly
focus on medical management. Their tasks often involve monitoring
and recording disease-specific outcomes and they sometimes regard
providing self-management support as time-consuming and increasing
their workload (Heiligers et al., 2012; Kennedy et al., 2014; Lenzen
et al., 2016). As this medical, protocol-based way of working conflicts
with the fundamental principles of health coaching and shared decision
making, practice nurses might need special training and support to be
able to coach patients in shared decision making (Kennedy et al., 2014).
Using principles of Intervention Mapping, we developed an ap-
proach to support practice nurses in coaching their patients in shared
decision making about goals and actions (Bartholomew et al., 2011).
During the need assessment phase, involving several qualitative studies
(including a focus group study and an observational study), a scoping
review and action research, we found that nurses mostly struggled and
lacked tools to explore the patient’s perceptive from an holistic point of
view, to explicitly set goals, and to tailor their working methods to
individual patients (Lenzen et al., 2015, 2016, 2017).
Although literature is available about the importance and com-
plexity of coaching patients in shared decision making, little informa-
tion is to be found about the complexity for practice nurses to learn this
skill in the primary care context (Bennett et al., 2010; Ghorob, 2013,
Willard-Grace et al., 2015). We therefore investigated how our ap-
proach, focusing on supporting nurses to coach patients in shared de-
cision making about goals and actions, works in practice. We did this by
examining how the approach was implemented and which important
factors contributed to its success. We conducted a process evaluation
based on the Medical Research Council Process Evaluation Framework
(Moore et al., 2015) and formulated the following research questions:
1. To what extent was the approach implemented?
2. How did professionals experience the approach (including the
training course)?
3. How did professionals describe their learning process?
4. How did patients experience the approach?
2. Methods
We conducted a process evaluation using quantitative and qualita-
tive methods.
2.1. The approach
We had developed the approach together with experts, profes-
sionals, patients and a regional family medicine organization. The ap-
proach is based on the following key principles:
1) Shared decision making is central to goal setting and action
planning, asking for:
a. a holistic exploration of the patient’s perspective;
b. tailored coaching of the patient.
2) Coaching patients in shared decision making about goals and
actions is a complex skill for professionals and requires extensive
training.
Therefore, our overall goal was to train practice nurses in coaching
patients to actively engage in decision making about goals and actions.
Three performance objectives with associated behavioral determinants
were formulated (see Table 1).
The approach included a framework for shared decision making
about goals and actions, a tool to explore the patient’s perspective (the
so-called 4-circles tool), a patient profiles model and a training course
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for nurses.
The framework for shared decision making about goals and actions
intended to help professionals in going through the process of goal
setting and action planning. It was developed in collaboration with the
Dutch National Health Care Institute, the Dutch College of General
Practitioners and a national primary care organization and includes
tools that professionals can use throughout the process, and presents
case examples. It is based on existing theories about shared decision
making (Elwyn et al., 2012) and especially adds the phase of goal set-
ting to the phase of making shared decisions about actions (see Fig. 1).
The 4-circles tool (see Fig. 2) aimed to support professionals in
exploring patients’ current and desired situation (with regard to health,
everyday life, social/physical environment, and coping strategies), their
motivation and readiness to change. It is meant to help patients gain
insight into their own situation, making it possible to set goals ac-
cordingly. The tool is based on the framework of the International
Classification of Functioning, Disability and Health (ICF) (WHO, 2010)
as this framework presents a holistic approach to health, recognizing
the interrelation between health and health-related domains.
In addition, the approach included a patient profiles model to
support professionals in exploring patients’ motivation and readiness to
set goals and make action plans and to tailor their coaching accordingly
(see Fig. 3). The model is based on the theory-based patient typology by
Bloem & Stalpers (Bloem and Stalpers, 2012). This typology focuses on
the role of the subjective experience of health as a motivator of patients’
health-related behaviors. In the model the patients’ subjective experi-
ences of health is determined by the perceived control over their health
situation and by the acceptance of their health situation. Based on a
combination of these two determinants, four profiles have been iden-
tified (Bloem and Stalpers, 2012). For practical use, these four profiles
have been translated into personas by Dubois & van Rij (Dubois and
Van Rij, 2016). Typical behaviors for each persona have been de-
scribed, as well as ways for practice nurses to adjust their coaching to
the needs of each persona.
The training course focused on training professionals in coaching
patients in shared decision making. Furthermore, the training aimed to
stimulate practice nurses to recurrently reflect on their work routine
and their work-related attitudes. The training consisted of a one-day
training session (eight hours, week one), individual on-the job-coaching
(four hours, week four) and a follow-up meeting (four hours, week
eight). Moreover, participants were encouraged to contact the trainer
for questions or further advice at any time. The trainer was a profes-
sional coach with 20 years of work experience in the field of coaching.
During the one-day training session, participants were provided with an
introduction to health coaching and shared decision making. By means
of discussions, role-plays and demonstrations, participants were trained
in exploring the patient’s perspective, shared decision making about
goals and actions and tailoring shared decision making to the patient’s
needs. Nurses learned techniques to self-reflect their behaviors, pitfalls
and strengths and they were provided with a workbook. The on-the-job
coaching took place three weeks after the one-day training session. The
coach attended three consultations of each nurse, and had a coaching
session (30–60min) with the nurse immediately after the consultations.
During the consultations the coach observed the nurse and frequently
used role-modeling to demonstrate skills. In the coaching sessions the
nurse and the coach reflected on the consultations and set individual
goals for the nurse. The follow-up meetings focused on the nurses’ ex-
periences and on coping with patients’ resistance to shared decision
making. The training course was organized by the regional family
medicine organization, which plays a crucial role in defining the
practice nurses’ role in primary care and their education.
Representatives of the family medicine organization were present at the
one-day training session and the follow-up meeting, to support nurses
in making decisions regarding the flexible use of the usual clinical
protocols (i.e. tailoring shared decision making to the patient’s context
and individual change process, instead of sticking to fixed protocols).
2.2. Procedure and inclusion criteria
We included practice nurses who (a) worked with chronically ill
patients in family medicine, and (b) had at least one year of work ex-
perience. They were recruited by the regional family medicine orga-
nization. The organization especially recruited nurses who had shown
interest in training about shared decision making before, as we
Table 1
Performance objectives and behavioral determinants.
Performance objectives Behavioral determinants
Practice nurses explore the patient’s perspective from a
holistic point of view.
Inviting the patient to ask questions or raise points for discussion.
Exploring the patient’s experiences (of medical symptoms, impact of the condition on everyday life/work,
emotions, coping with the condition and support from the environment).
Practice nurses explicitly formulate goals and actions
together with the patient.
Formulating goals and actions explicitly.
Deciding together on goals and actions.
Writing down goals and actions.
Practice nurses tailor their coaching to the patient. Exploring patient profile (based on patients’ perceived control and acceptance).
Tailoring goal setting and action planning to the patient’s profile (e.g. number of goals and actions, difficulty of
goals and actions).
Fig. 1. Framework for shared decision making about goals
and actions.
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expected them to be more motivated to implement the approach into
practice. Twenty practice nurses were invited to participate; 15 agreed
to do so. Nine practice nurses were trained during September and
October 2015 and six practice nurses were trained between May and
June 2016. After the training, nurses were asked to apply the approach
to all their chronically ill patients and to recruit patients willing to
participate in the research. Patients were included if they had been seen
by a practice nurse after the latter had attended the training course, and
provided they were able to speak Dutch.
2.3. Data collection
We collected data from nurses and patients by means of qualitative
and quantitative methods (see Table S1 (Supplementary material) for
an overview of data collection methods for each research question, and
Table S2 (Supplementary material) for an overview of the timing of the
data collection).
2.3.1. Quantitative methods
Quantitative measurements served to answer the first research
question. We asked practice nurses to fill in a questionnaire about their
current working method with regard to shared decision making about
goals and actions. This was asked three times (before, during and after
the training course (t0, t1 and t2, respectively)). They were also asked
to hand in 1 or 2 audiotapes of consultations in which they had applied
the approach, without further selection criteria. The measurement in-
struments for the quantitative data collection had been developed by
the research team based on the behavioral objectives formulated for the
approach (see Table 1). The questionnaire for practice nurses included
two parts (Part 1: current working method with regard to shared de-
cision making about goals, and Part 2: current working method with
regard to shared decision making about actions). For Part 2 we used the
items of the Shared Decision Making Questionnaire-Physician version
(SDM-Q-Doc) (Kriston et al., 2010). The SDM-Q-Doc measures profes-
sionals’ perception of the extent of shared decision making during
consultations, and has been found reliable (Rodenburg-Vandenbussche
et al., 2015). We added one item to the SDM-Q-Doc, about documenting
actions, as we regarded this as a critical behavioral factor for the ap-
proach within the needs assessment phase (Lenzen et al., 2016). Parts 1
and 2 had previously been pilot-tested for clarity with 3 practice nurses.
2.3.2. Qualitative methods
All practice nurses were invited to participate in individual inter-
views. Nurses who participated in the first training course were asked to
take part in a focus group interview. In the individual interviews, and
Fig. 2. The 4-cirlces tool.
Fig. 3. Patient profiles model.
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during the focus group interview, the nurses were questioned about
their experience with the approach and the training course. During the
individual interviews, the nurses were also encouraged to reflect on
their learning process, on what they had learned, on what had ham-
pered or supported them in their learning process, and what they still
wanted to learn. In the interviews with patients, patients were asked
about their experience of the most recent consultation with their
practice nurses.
2.4. Data analysis
Quantitative data were analyzed using descriptive statistics (means,
median) using Statistical Software package for Social Sciences (SPSS)
version 23. To analyze the audio tapes we developed an observation
form based on the first two main behavioral objectives (exploration of
the patient’s perspective and explicit formulation of goals and action
plans) (see Table 1).
All qualitative data were recorded and transcribed verbatim. We
applied content analysis and used Nvivo 10 as supportive software
(Hsieh and Shannon, 2005; Mortelmans, 2007). We started with open
coding, followed by axial coding, in which codes were grouped into
categories (Hsieh and Shannon, 2005). Several strategies were used to
enhance the trustworthiness of the study. Credibility of the study was
enhanced by extensive iterative peer debriefing (i.e. regularly discus-
sion of the results with the research team and the trainer) (Guba, 1981).
Moreover, the individual interviews were done by an experienced in-
terviewer who, in the course of the interviews, regularly clarified
meanings of answers (Kvale, 1996). Furthermore, by providing com-
prehensive information about the context, participants and data col-
lection methods of this study, transferability was increased (Kitto et al.,
2008). The involvement of the researchers’ perspective was accounted
for by an analysis diary (conformability) (Mays and Pope, 2002).
2.5. Ethical considerations
The study was approved by the Medical Ethics Committee of the
Atrium Medical Center, Heerlen, the Netherlands. All participants
signed an informed consent form.
3. Results
3.1. Characteristics of participants
The 15 practice nurses who participated were all female and aged
between 28 and 55 years. Their work experience ranged from 1.5 to 15
years and they all worked with people suffering from diabetes, COPD,
asthma or cardiovascular diseases. Seven of the nurses also worked in
elderly care and ten had already been exposed to some kind of training
about self-management support (such as a training course on motiva-
tional interviewing). Ten patients, recruited from ten different nurses,
were interviewed (7 women, 3 men). They were aged between 45 and
88 years, and their level of education ranged from elementary school to
college of higher education. They suffered from diabetes, COPD or
cardiovascular diseases. Thirteen patients (6 women, 7 men), aged
between 41 and 75 years, participated in the audio-recordings of con-
sultations. Nine of those patients suffered from diabetes, four patients
suffered from cardiovascular diseases.
3.2. Response
Response rates differed between the data collection methods. All
nurses participated in the individual interviews and filled in the ques-
tionnaire three times. The nine nurses who were invited to participate
in the focus group all agreed to do so. Thirteen audio tapes of con-
sultations with 13 different patients were delivered to the research
team; four nurses delivered two audio tapes, five delivered one audio
tape, six did not deliver any tapes. Ten nurses recruited a patient for an
interview. Lack of time to inform patients, difficulties finding patients
willing to participate and private circumstances were mentioned as
reasons for not delivering an audio-tape or finding a patient for parti-
cipation.
3.3. To what extent was the approach implemented?
Observationform (audiotapes)
We observed that none of the nine nurses who delivered an audio-
tape had fulfilled all performance objectives (see Table 1). Yet, all
nurses fulfilled at least one of the behavioral determinants. Three
nurses (out of nine) started their consultation by inviting the patient to
ask questions and/or raise points for discussion. Five nurses asked
about or discussed the patient’s experience with regard to non-medical
factors (two nurses discussed the patient’s experience with regard to
everyday activities/work, two nurses discussed the support patients had
experienced from their environment and one nurse discussed the pa-
tient’s experience with regard to everyday activities/work and the way
he was coping with the condition). Two of these five nurses used the 4-
circles tool. We observed explicit goal formulation (during or at the end
of a consultation) in three consultations (by three different nurses).
Questionnaire for practice nurses
Tables 2 and 3 show the results of the questionnaires on the practice
nurses’ current working method. Before the training course (t0), the
nurses gave themselves relatively high scores for their current working
method with regard to goal setting and action planning. The mean
scores on all items increased slightly during the training period
Table 2
Questionnaire about current working method with regard to shared decision making about goals.
Items goal setting T0 T1 T2
Mean Median Mean Median Mean Median
1. I explore patients’ need for information. 3.2 3 4 4 4 4
2. I inform patients about topics that are relevant from my point of view. 3.8 4 4 4 3.9 4
3. I control if patients understand the information I gave. 3.3 3 3.9 4 3.9 4
4. I explore if patients experience any non-medical consequences of the condition (e.g. everyday life, work, social contacts). 2.9 3 3.5 4 3.5 4
5. I explore if patients accept their condition. (patient acceptance) 2.3 2 2.8 3 3.1 3
6. I explore if patients perceive their condition under control. (perceived control) 3.6 4 3.7 4 3.9 4
7. I explore patients’ motivation to change. 3.3 3 3.8 4 4.1 4
8. I use patients’ language when formulating goals. 2.7 2 3.3 3 3.4 3
9. I control if the patients’ goals are clear. 3.1 3 3.7 4 3.7 4
10. I write goals down (in the registration system). 3.2 3 3.6 3 4 4
11. I differentiate between goals and actions. 2.8 3 3.3 3 3.5 4
T0=Before the training, T1=During the training, T2=After the training.
(1=Never; 2= Sometimes; 3=Regularly; 4=Often; 5=Always).
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(comparing scores before and after the training course and during and
after the training course). The greatest increase (difference in mean
scores before and after training course equal to or higher than 0.8) was
found for the exploration of patients’ need for information (item 1),
exploring if patients accepted the disease (item 5), exploring patients’
motivation to change (item 7) and writing down goals (item 10). The
item about exploring the patient’s experiences with any non-medical
consequences of the condition (item 4) had the lowest scores before the
training course. After the training course, the score was still given the
second lowest score.
3.4. How did professionals experience the approach and the training
course?
Interviews and focus group
3.4.1. More tailored coaching
All practice nurses reported having experienced the profiles as
highly recognizable in everyday practice. They reported that the pro-
files model had supported them in looking beyond the patient’s medical
condition, in paying more attention to the ‘person behind the patient’
and in setting more personalized goals. It was especially when con-
fronted with patients who showed resistance to changing lifestyle be-
haviors that the profiles model was found to be very useful. In these
cases, the nurses used the model to assess the reasons for resistance (e.g.
does the patient accept the disease?) and adjusted their approach ac-
cordingly (e.g. by setting less demanding goals).
If you have a difficult patient, somebody who resists any changes to his
lifestyle, you can look at the profiles and then you know that you have to
take care not to require too much of the patient, but to compliment them
on small changes.
3.4.2. More exploration of the patient’s perspective
All nurses felt that by using the approach they had paid more at-
tention to exploring the patients’ perspectives, and had thereby gath-
ered more relevant information about the patient. The nurses who tried
out the 4-circles tool (12 out of 15 nurses) felt the tool had stimulated
them to look beyond medical aspects. They perceived the use of the 4-
circles tool as providing greater insight into the patient’s situation,
leading to more realistic person-centered goals. The 4-circles tool was
also valuable when coaching patients who, even after years of coun-
selling, continued to have ‘unhealthy’ lifestyle habits. The nurses re-
ported having used the tool to assess the factors keeping patients from
changing their behavior (e.g. factors in the environment).
Look, people come here with their diagnosis of diabetes. Yet, that’s not
their whole story. With the four circles you can explore the bigger picture.
Three out of 15 nurses did not use the 4-circles model at all, as they
did not feel the need to do so. They perceived they already knew their
patients well enough and/or they perceived no need for a tool to ex-
plore the patient’s perspective.
But it’s not necessary for most of my patients. I’ve known them for a long
time.
3.4.3. Struggling to integrate the approach into routine care
All nurses were struggling to integrate the approach into their usual
work routines, where they mostly applied a protocol involving several
medical measurements (like measuring blood pressure) and gave non-
tailored information about lifestyle requirements. Although the nurses
were permitted (by the regional family medicine organization) to partly
deviate from the protocol, they found it difficult to depart from it. They
experienced the approach as a task additional to their usual working
methods, and felt they had no time to explore the patient’s perspective
in depth. Some of the nurses reported that they only used the 4-circles
tool when they knew they had time to allow their consultation to
overrun by 10–15min.
Time is really an obstacle. I just did not find the time to have that kind of
conversation with my patients. I also have to stick to my checklist.
3.4.4. Difficult to use (in a flexible way)
In addition to struggling to combine the approach with their usual
work routines, the nurses also reported that the approach was difficult
to use. With regard to the 4-circles tool, the nurses would have liked
more practical guidance about its use (e.g. which questions can I ask?;
for which patients can I use it?). Besides, they were afraid that using the
4-circles tool might raise topics that were not directly linked to the
patient’s condition, or questions about matters beyond their profes-
sional expertise. They experienced a lack of communication skills to
handle those topics and questions.
The problem is that it is very open. You don’t know what the patient is
going to tell you. The conversation can go everywhere. I don’t know if I
can handle this.
Moreover, nurses found it very complex to use the patient profiles
model when confronted with new patients. They were struggling to
apply the model in a more flexible way.
I think it is difficult to adjust to the profiles in practice. On paper it’s
clear, but in practice it’s much more difficult.
3.4.5. Useful to have several exercise moments
Practice nurses valued having several exercise moments during the
training period, and being in constant contact with the coach who led
Table 3
Questionnaire about current working method with regard to shared decision making about actions.
Items goal setting To T1 T2
Mean Median Mean Median Mean Median
1. I made clear to my patient that a decision needs to be made. 3.3 3 3.3 3 3.5 4
2. I wanted to know exactly from my patient how he/she wants to be involved in making the decision. 3.4 3 3.7 4 4.0 4
3. I told my patient that there are different options for treating his/her medical condition. 3.9 4 4.1 4 4.2 4
4. I precisely explained the advantages and disadvantages of the treatment options to my patient. 3.5 4 3.5 4 4.1 4
5. I helped my patient understand all the information. 3.7 4 3.9 4 4.1 4
6. I asked my patient which treatment option he/she prefers. 3.9 4 4.2 4 4.1 4
7. My patient and I thoroughly weighed the different treatment options. 3.3 3 3.5 3 3.8 4
8. My patient and I selected a treatment option together. 3.6 4 3.9 4 4.0 4
9. My patient and I reached an agreement on how to proceed. 4.1 4 4.2 4 4.1 4
10. I write agreements down (in the registration system). 4.1 4 4.4 4 4.3 4
T0=Before the training, T1=During the training, T2=After the training.
(0=Completely disagree, 1= Strongly disagree, 2= Somewhat disagree, 3= Somewhat agree, 4= Strongly agree, 5=Completely agree).
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the training course. Eight nurses emailed with or phoned the coach
during the intervention period and experienced this as motivating.
It was nice to have that sort of incentive. Being in contact with her (the
coach) via email encouraged me to keep going.
The other nurses did not use the opportunity to contact the coach.
They reported that they had focused on their own strategies to learn the
approach.
No, I did not use the opportunity to email her (the coach). I was too
preoccupied with myself.
3.4.6. Value of individual coaching
The individual on-the-job coaching was most highly valued by the
nurses. All but one of the nurses reported to have learned a lot about
coaching patients in shared decision making during the on-the–job
coaching. They especially highlighted the way the coach had provided
(positive) feedback. They also mentioned that they felt safe, without
any feeling of being judged. In addition, the coach’s communication
skills were highly appreciated. The nurses reported that they had
learned most from observing how the coach communicated with and
approached the patients.
She said that I was doing fine and that I have to realize that it’s a learning
process and that it is not possible to be perfect right away. That motivated
me to keep going.
I watched her talk to a patient. She asked questions that I had never
thought of. It was an eye-opener.
However, one nurse did not experience the coaching as valuable and
safe. She mentioned that she felt being checked up on, and had been
nervous and unable to handle the coach’s feedback.
I really felt pressured. I think maybe I had the feeling that I have to prove
that I can do it. And I did not know what to do with her feedback.
3.5. How did professionals describe their own learning processes?
Interviews
3.5.1. Increased awareness of their own working methods, strengths, pitfalls
and beliefs
All nurses reported to have become more aware of and reflective
about their current working method. They had gained insights into
their strengths and pitfalls, as well as in the way their own beliefs/
attitudes influenced their work routines. This awareness had resulted in
a greater ability to cope with stressful situations and with patients who
show resistance to change.
It is very good to know what sort of people you’re ‘allergic’ to.
Throughout the whole process I learned that I particularly have trouble
with know-it-all’s. If you’re aware of that, you can handle it better.
Twelve out of 15 nurses had realized that they frequently felt re-
sponsible for their patients’ health situation and their progress in terms
of behavior change. They had become more aware of the importance of
being more reticent during consultations, giving the patients more
chances to take responsibility for themselves.
And I also recognized that if you take a step back, you get more out of the
patients themselves.
In addition, most of the nurses had been afraid that patients would
find the approach too complex. They had worried that patients would
be unable to answer their questions. They had also presumed that pa-
tients would not like the 4-circles model; they had been afraid that
patients would find the colors and circles too childish. In addition, they
had also thought that patients would sense their insecurity when
applying the four circles. This had frequently prevented them from
explicitly using the tool.
I thought maybe this is too vague for him. Maybe he doesn’t know what
to say.
3.5.2. Increased awareness of process of behavior change
Practice nurses had also become more aware of the process of be-
havior change. They reported that they had learned that changing be-
havior takes times and that it is very complex for patients to change
their lifestyle behaviors. They had become increasingly aware of the
complexity of changing several behaviors at once.
I was always like ‘Hey, you have diabetes, you really have to pay at-
tention to your diet.’ Now I’m much more aware how difficult that ac-
tually is.
3.5.3. Difficulties in adjusting current work routines
All practice nurses mentioned that their learning process was mostly
hampered by the fact that they experienced the approach as very dif-
ferent to their usual way of working. Although they were permitted to
deviate to some extent from the protocol, they often adhered to it.
Several reasons for this were mentioned. Some nurses reported that
their performance within their workplace is mostly evaluated based on
their fully applying the protocol.
But the protocols, they’re are really...I was saying to my colleague just
yesterday ‘Maybe we’ll get a lower score now’. Because we’re assessed on
the number of items that we tick in the protocol.
Other nurses seemed to experience an internal role conflict.
Although they acknowledged the importance of exploring the patient
perspective and setting person-centered goals, they sometimes regarded
the medical examinations as more important.
Maybe that’s silly, but yeah, it’s also important to measure the blood
pressure, to check the blood values, etc. Yeah, sometimes I think that’s
my first priority as a nurse.
Some nurses also reported that they did not feel skilled enough.
They lacked self-efficacy about changing their work routines, and
therefore often stuck to the old protocol, which felt safe to them.
I felt that I was hampered by my own insecurity. I didn’t dare to really
use it.
3.5.4. Need for more support
Although the family physicians involved had been informed about
the approach and the training course, the nurses felt a lack of interest in
the content of the training on the part of the physicians. They felt that
the family physicians had delegated the health coaching entirely to
them, and that they were often not willing to discuss the new approach.
The nurses felt that more exchange of experiences with family physi-
cians and other colleagues would have supported them in applying the
approach.
You know, they’re very busy, and I think that is why they’re not really
interested. They say, okay, that’s your task. I’m sure you’ll do well.
All nurses further acknowledged a need for follow-up to the training
course. They called for regular refresher courses and for regular ex-
changes of information with other practice nurses. They also mentioned
their need for more feedback, so they could continue to learn to work
according to the approach. Nearly all of the nurses would appreciate
more on-the–job coaching.
I really would like to have more feedback, for example about how to set
goals together with a patient etc.
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3.6. How did patients experience the approach?
Interviews with patients
3.6.1. Differences noticed
Out of ten patients, five had noticed no difference with regard to the
practice nurse’s working methods. They reported that the nurse had
done the usual medical measurements and asked about their lifestyle.
No, I did not really notice any difference. She checked everything and
yeah, just like always.
3.6.2. More questions
Three out of five patients who did notice a difference had the im-
pression that the nurse had asked more questions about their experi-
ences. These patients felt the nurse had listened to them more than
before, and had the feeling that she had more time for them.
She was more like ‘How do you see it?’ What do you think you can do
yourself?’. This was new.
3.6.3. Value of the 4–circles tool
Two patients had filled in the 4-circles tool together with their
practice nurses, and had taken the tool home. They regarded the tool as
valuable and reported increased insight into their situation, resulting in
more concrete goals. One patient expressed her surprise about the tool
at first, wondering where the consultation would be going; she had
found the consultation very different from previous ones, but very va-
luable.
It was really an eye-opener. I looked at it and I thought: wow, it’s true.
The other patient at first found it difficult to apply the 4-circles tool.
She did not know what was expected of her. After the nurse had ex-
plained the circles, she was able to discuss them with her nurse.
I thought it was difficult. At first you think, ‘what does she mean by
this?’. But after she’d explained it to me, it became clearer.
3.6.4. Shared decision making
Nine patients did not remember whether their practice nurse had
asked them what they wanted to achieve. They reported that no goals
or action plans had been explicitly agreed on. Five of these patients said
that the nurse had told them what they needed to do in the coming
months (e.g. go for a walk every day).
She always tells me that I have to walk more or use the bike more often,
to lose weight.
Two patients reported that a concrete action plan to lose weight had
been agreed upon.
Yeah, we agreed that I would lose 2 kilos in the next few months. We
agreed that I’ll be going for a walk with a friend of mine three times a
week.
4. Discussion
The aim of this study was to investigate how an approach, focusing
on supporting practice nurses to coach patients in shared decision
making about goals and actions, works in practice. We did this by ex-
amining the extent to which the approach was implemented, the nurses’
and patients’ experiences with the approach, as well as the nurses’
learning processes. Overall, nurses reported that the approach sup-
ported them in coaching patients in shared decision making. Interviews
with nurses revealed that they had become more aware of their own
attitudes, working methods, strengths and pitfalls. They felt that they
had more in-depth discussions with patients and that they worked more
tailored. The questionnaires about nurses’ current working method
showed that nurses assessed themselves as having improved with re-
gard to making shared decisions with their patients. Furthermore,
practice nurses experienced the training course (especially the on-the-
job coaching) as supportive for their learning process. They perceived
that they had become more aware of their learning needs. In addition,
they expressed the importance of integrating the approach into the
whole family medicine practice and their need for more exchange with/
support from family physicians. However, although nurses regarded
themselves as having made progress in their learning process, they also
felt that they still struggled to integrate the approach in routine care.
They mostly experienced the approach as additional and different to
their protocol-based work routines. Although permitted (by the re-
gional family medicine organization) to apply the protocols in a more
flexible way, they found it difficult to deviate from the protocols and
therefore experienced difficulties to apply the approach in a flexible
way. The audiotaped-consultations confirmed this struggle and in-
dicated that the practice nurses found it difficult to explore patients’
experiences from a holistic point of view and to formulate goals and
action plans together with their patients. In addition, out of ten patients
that were interviewed, half of the patients did not notice a difference in
their practice nurse’s working method before and after the training
course. Those patients who did experience a difference felt that they
were more listened to, that they got more insights in their situation and
that more concrete goals were set. Our results raise further questions
about the complexity for practice nurses to coach patients in shared
decision making in primary care.
The nurses taking part in our study felt hampered by a lack of skills
and a lack of self-efficacy to put the approach into practice. They ex-
perienced the approach as complex and especially struggled with ap-
plying it in a flexible way. The literature also shows that health
coaching is thought to require different (communication) skills and is
experienced as much more complex than applying a fixed protocol
(Poskiparta et al., 2001; Stacey et al., 2008). Professionals experience
health coaching and shared decision making as broad and abstract
concepts and therefore struggle to implement them in practice (Elwyn
et al., 2000; Howard and Ceci, 2013). It is experienced as complex,
because it requires them to act flexibly and to constantly reflect on the
way each individual patient can be supported (Zoffmann et al., 2008).
Researchers agree that professionals should be trained in health
coaching and shared decision making (Stiggelbout et al., 2012). Al-
though shared decision making is one of the core components of health
coaching, we did not find an approach that especially focused on
coaching patients in shared decision making. More general training
programs for shared decision making and health coaching frequently
lack a detailed description about content and intensity, as well as rig-
orous evaluations (Wolever et al., 2013; Thiab Diouf et al., 2016). Based
on a systematic review about health coaching programs Wolever et al.
(2013) suggest, that it might be important to train professionals in
behavioral change theory, motivational and empowerment strategies
and communication techniques. We included these elements and also
included training methods that had been found to be effective in
changing professionals’ complex behaviors (i.e. on-the-job coaching,
focusing on self-reflection) (Poskiparta et al., 1999). However, profes-
sionals in our study still felt a lack of communication skills. It might be
important to incorporate more training at the nurses’ workplaces, as
learning communication skills is a continuous process in interaction
with the clinical environment (Spouse, 2001; Salmon and Young,
2011).
In addition we found that the practice nurses’ attitudes influenced
the implementation. The nurses were frequently doubtful about their
patients’ abilities and motivation to set goals and formulate action
plans. Literature about shared decision making suggests that patients
vary substantially in their preferences and abilities regarding partici-
pating in decision making (Levinson et al., 2005; McKinstry, 2000; Say
et al., 2006; Murray et al., 2007). Although patients’ preferences may
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be influenced by a range of variables, such as demographics and di-
agnosis, these associations are not absolute and professionals should not
make assumptions about a patient’s motivation and/or desire to parti-
cipate (Levinson et al., 2005; McKinstry, 2000). Patients’ hesitation to
participate in setting goals and drawing up action plans might also
result from them being used to practice nurses who adopt the role of
medical expert (Van Dijk-de Vries, 2015). Therefore, it might be re-
levant to assess individual patients’ preferences regarding decision
making, and to better inform them about the practice nurse’s role as
coach (Levinson et al., 2005; McKinstry, 2000).
In addition, practice nurses in our study often felt responsible for the
patient’s health situation. Although the individual coaching gave them
insight into this, they found it difficult to change it. Health profes-
sionals’ attitudes towards health coaching and self-management sup-
port as a predictor of behavior change has been frequently discussed in
the literature (Blakeman et al., 2006, MacDonald et al., 2008; Kennedy
et al., 2014; Been-Dahmen et al., 2015). Kennedy et al. (2014) sug-
gested that practice nurses often view self-management support as time-
consuming and futile (Kennedy et al., 2014). In addition, the study by
Been-Dahmen et al. (2015) found that nurses frequently considered
medical management to be their core task. Focusing on the traditional
role of medical expert/educator makes it difficult to establish a colla-
borative partnership with the patient (Been-Dahmen et al., 2015;
Thorne et al., 2000; Wilson et al., 2006). Furthermore, nurses’ sense of
responsibility for improving their patients’ health, and their sometimes
unrealistic expectations as regards patients’ behavior change, were
found to result in them continuing to control the patients’ process,
which impedes health coaching and shared decision making (Wilkinson
et al., 2016). A greater focus on training nurses in the principles of
behavior change might help them lower their expectations and facil-
itate their role as health coaches (MacDonald et al., 2008)
Our study also revealed the influence of contextual factors. In pri-
mary care, the nurses’ work is mostly driven by external targets.
Achieving targets in terms of biomedical indicators leads to financial
rewards for the primary care practice (Kennedy et al., 2014; MacDonald
et al., 2008). As a result, routine care is characterized by a protocol-
based system, which conflicts with a holistic perspective on the patient
(Kennedy et al., 2014; Willard-Grace et al., 2015). Although in our
study the regional family medicine organization encouraged the parti-
cipants to deviate to some extent from the protocol, the nurses still felt
that their organization (mostly the supervising physician) expected
them to fully adhere to the protocol. As there was limited exchange
between the practice nurses and the family physicians about the ap-
proach, the nurses felt left alone in their attempts to change their
working method. It became apparent that the practice nurses, the fa-
mily physicians and the regional family medicine organization fre-
quently did not hold the same views with regard to the practice nurse’s
role in the organization. The literature suggests that primary care
nurses need to be supported by their supervisors to shift from a disease-
oriented protocol-based work routine to a more holistic and flexible
approach (Oelke et al., 2014). When nurses experience trust and au-
tonomy in their practice, they probably feel more able to apply proto-
cols in a flexible and tailored way (Kennedy et al., 2014; Oelke et al.,
2014). To fulfil their role as health coaches, practice nurses might need
to be autonomous practitioners, though also part of a team that sup-
ports them in putting their role into practice (Kennedy et al., 2014;
Stacey et al., 2008). Changing the role of the practice nurse in primary
care might therefore require more attention to developing a shared
view of the nurse’s role within the family medicine practice.
Creating this shared vision might be facilitated by an organizational
learning approach. Organizational learning aims to increase an orga-
nization’s capacity to jointly design their work routines and define roles
and responsibilities within the organization (Carroll and Edmondson,
2002; Clarke and Copeland, 2003). Thus, it focuses not only on edu-
cating and stimulating the individual professional, but also on the
whole organization. Ideally, organizational learning leads to an
organizational culture in which professionals support each other’s
professional development, share their expertise, identify their learning
needs and plan how such needs can be met (Spouse, 2001). This per-
spective on learning fits in with commonly used constructivist and so-
cial learning theories, which claim that professionals develop their
identity through active participation in a community (Brown and
Duguid, 1991; Mann, 2011).
4.1. Strengths and limitations
This study was subject to some limitations. As practice nurses who
had shown interest in shared decision making before were included, it
might be that only the most intrinsically motivated practice nurses were
included. Selection bias may also have played a role in the inclusion of
patients. As the patients were selected by the practice nurses, these
patients may not be representative, as there is a risk that the nurses only
selected patients they considered to be satisfied. Another limitation was
that the qualitative data was not coded independently by two re-
searchers. Yet, we applied extensive iterative peer debriefing (with the
research team and the trainer) and an analysis diary was kept.
Moreover, most of the quantitative data collection instruments were
self-developed by the research team, as no standardized instruments
were available. Although the questionnaire for nurses was pilot-tested
for its clarity and although it was based on the framework for shared
decision making about goals and actions (face-validity), it was not
tested for validity. However, for the second part of the questionnaire we
used a validated questionnaire (SDM-Q-Doc).
Another limitation is the low response rate regarding the request to
supply audiotapes of consultations. The nine nurses who delivered one
or more audiotapes might not be representative of the entire group of
practice nurses. The fact that many of the nurses were struggling to
implement the approach might explain their reluctance to supply
audiotapes.
This study had some strengths as well. First, we systematically de-
veloped the approach using principles of Intervention Mapping
(Bartholomew et al., 2011), based on a thorough needs assessment and
close collaboration with all important stakeholders (professionals, pa-
tients and primary care organizations). Based on this, we especially
aimed to provide professionals with practical guidance and tools that
would enable them to tailor their work routines. However, it might be
possible that our approach was experienced as complex as it in-
corporated many different elements and tools (shared decision making
about goals and actions, tool to explore the patients’ perspective and a
tool for tailoring). On the other hand, we were aware of the complexity
of health coaching and shared decision making and therefore offered a
comprehensive training course for nurses. With regard to the metho-
dology, we broadened the scope of our study by means of triangulation
of data collection, combining quantitative and qualitative data collec-
tion methods (Boeije, 2010).
4.2. Conclusion
Overall, our results show that changing the role of practice nurses
from medical experts to health coaches, focusing on shared decision
making about goals and actions, is very complex and requires paying
attention to the nurses’ skills and attitudes, as well as to contextual
factors. Our approach and training course supported nurses in their
learning processes. We mostly observed a change in attitudes and an
increased awareness for their learning needs. Yet, most practice nurses
struggled to integrate the approach in routine care and to apply it in a
tailored way. Our results indicate that more time and training is needed
for the nurses’ role transition. Moreover, next to training the individual
professional, it might be worthwhile to also focus on organizational
learning, in order to increase a primary care organization’s capacity to
learn and change work routines and roles in a collaborative process.
Our results might inform developers of health coaching and shared
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decision making approaches and indicate the importance of further
research into the development and evaluation of health coaching ap-
proaches that focus on shared decision making.
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